for some of California_s forgotten children; on the other hand, there is sad recognition that these efforts cannot adequately fill the gaps created by the larger failure of our society to provide all children with one of the basic necessities of childhood: access to health care. History, economics, and ideology have somehow combined to guarantee the general consensus that every child deserves and must be given access to education, but paradoxically, these same forces block such a consensus when it comes to health care.
Some other paradoxes are to be found in the details of this initiative: the reluctance of the established state and federal programs to serve various categories of immigrant children, when these same children are likely to become the adults our society will rely on as productive workers or citizens to supplement the falling birth rate of our native born population; the reliance on tobacco tax moneys to fund health insurance, when campaigns to improve health by decreasing the use of tobacco will also mean reduced support for that same insurance; and the perceived advantages of using local means to address unmet needs, when richer resources and a broader reach are to be found in larger jurisdictions.
All the inequities and uncertainties found in California and its county programs have their counterpart in the USA and its state programs. The question of the hour, still unanswered, is whether our country will go forward with more of the same, or whether this will be the decade in which the long sought goal of universal, equitable, and economically sound health coverage for all Americans is achieved at last. 
SUMMARY
One of the latest of a series of assessments of the New York State Children_s Health Insurance Program (SCHIP) by the University of Rochester group, this report presents the results of baseline interviews conducted in 2001 with a stratified random sample of 1,118 adolescents and their parents across the state and in the three major racial-ethnic groups just after they enrolled in SCHIP, and a year later with the 970 remaining at follow-up. Information was sought from both the parents and adolescents about their experience with health care access, use, and quality.
The study group families were predominantly low-income (83%), single parent (58%), minority (75%), and without insurance for the entire previous 12 months (70%). About 69% lived in New York City. Health status of 13.6% of the adolescents was reported as fair to poor, and 19.4% had special needs.
Parents reporting that their adolescent had a usual source of care (USC) increased significantly from 79% before SCHIP enrollment to 95% a year later. For whites, the change in USC was from 92 to 96%; for blacks, from 75 to 94%; and for Hispanics, from 74 to 95%. The increase in young people having had a preventive care visit was significant, from 66 to 74%, as was the increase in specialist visits and use of prescription medications. Boys and older teens accounted for most of the increase in preventive visits. Adolescents reported a decrease in unmet need from 54 to 42%, and more had seen a provider alone: 40% going to 54%. A majority of parents and adolescents indicated greater satisfaction with their provider and their care than before they enrolled in SCHIP. Receipt of preventive counseling improved: parents reported more discussion during the year of guns and weapons, smoking, drugs, alcohol, sexuality, and behaviors to expect; adolescents reported more talk about healthy eating and condom use. However there was no reported change in health status or in emergency department use.
COMMENTARY
Do we really need yet another study that shows it is better to have health insurance than not to have it? Well, yes. The focus on adolescents in this report reminds us that there is probably no population group for whom access, use, and quality of health care is more problematic, and several findings here have special importance for that age category. One is the increase in use of preventive care by teenage boys, a reversal of the general trend for them to drop out of regular care as they get older (the baseline rate of 66% in this NY survey is the same as that cited in a recent article using data from the National Survey of Adolescent Males in 1990-1991 * ). Another is the greater likelihood of these insured young people receiving confidential care-a sine qua non for effective, age-appropriate services for adolescents. Managed care plans are the required form of insurance for SCHIP enrollees in New York State, and the state_s measures of plan performance feature several elements of adolescent preventive care.
. Perhaps those indicators were a contributing factor to the changes described above.
Given the lack of nuance in self-reported, one-word descriptions of health status, the absence of change in health status in this sample after 1 year of being insured should not be unexpected. It is also the case that the health and behavior problems of most teenagers are not of a type subject to a quick fix. Rather, the preferred objectives for care of this population are to provide continuing quality management for those with problems and to lay the groundwork for the future good health of those who are currently problem-free.
Whereas these positive results of the SCHIP program should be noted with satisfaction, it is still necessary, unfortunately, to call attention to the reverse of the reported percentages: the 26% who did not have a preventive care visit, the 42% who still had an unmet need, and the 46% who were not seen alone. Furthermore, like other states, New York continues to have many uninsured children (over 400,000 at last count), most of whom are eligible for SCHIP or Medicaid but not enrolled. Clearly, much remains to be done before adolescents can be declassified as a vulnerable population. 
